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 C 000 Initial Comments  C 000

This report is of a Biennial Construction Survey 
done by Bob Getchell on July 29, 2015.

This facility was first licensed as a Home for the 
Aged serving 12 ambulatory residents on 
08/18/1998.  Therefore the facility must meet the 
1996 and the applicable portions of the 2005 
Rules for the Licensing of Adult Care Homes, 
and, the 1996 North Carolina State Building Code 
- Section 419.5 for Large Residential Care 
Facility- Group R.  

Deficiencies were noted which will require a new 
plan of correction.

 

 C 164 Housekeeping and Furnishings-Clean, Repaired

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0306 HOUSEKEEPING AND 
FURNISHINGS
(a) Adult care homes shall:
(1)  have walls, ceilings, and floors or floor 
coverings kept clean and in good repair;
(2)  have no chronic unpleasant odors;
(3)  have furniture clean and in good repair;
(e)  This Rule shall apply to new and existing 
facilities.

This Rule  is not met as evidenced by:

 C 164

1.  Based on observation, the resident furnishings 
in bedrooms and other areas were not maintained 
in good condition.

Findings include:
a)  Bedroom 1 has handles loose on the chest of 
drawers.
b)  There are worn chairs in the Dining Room
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 C 166Continued From page 1 C 166

 C 166 Housekeeping-Maintained Free of Hazards

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0306 HOUSEKEEPING AND 
FURNISHINGS
(a) Adult care homes shall:
(5)  be maintained in an uncluttered, clean and 
orderly manner, free of all obstructions and 
hazards;
(e)  This Rule shall apply to new and existing 
facilities.

This Rule  is not met as evidenced by:

 C 166

1.  Based on observation, the building was not 
maintained in a safe manner by improper storage 
of oxygen cylinders.  This would affect all 
residents by potentially exposing them to hazards 
from a ruptured cylinder.

Findings include:
Room 6 has an oxygen bottle that is loose, and 
not secured in a holder designed for that purpose.

 

 C 189 Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0311 OTHER 
REQUIREMENTS
(a)  The building and all fire safety, electrical, 
mechanical, and plumbing equipment in an adult 
care home shall be maintained in a safe and 
operating condition.
(k)  This Rule shall apply to new and existing 
facilities with the exception of Paragraph (e) 
which shall not apply to existing facilities.

This Rule  is not met as evidenced by:

 C 189

1.  Based on observation, the building Exit  
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 C 189Continued From page 2 C 189

signage was not maintained in a safe manner.  
This would affect all residents by not keeping the 
exits visible in an emergency.

Findings include:  
a)  Exit sign on the back right corridor i) is not 
working on battery backup, and ii) has bulbs 
burned out

2.  Based on observation, the building was not 
maintained in a safe manner by not maintaining 
the fire-resistance rating of building components.  
This would affect all residents by not containing 
smoke and fire in the room or smoke 
compartment of origin.

Findings include:  
a) The ceiling penetrations at the HVAC returns in 
i) Room 2, and ii) Room 3 are clogged with dust 
and dirt, which can delay or prevent the radiation 
damper from activating during a fire emergency.
b) The back left exterior storage room has 
unprotected penetrations in the ceiling by wires
c)  The sprinkler riser / mechanical room has i) 
unprotected wall penetrations and ii) a heat 
detector coming loose from the ceiling,  

These unprotected openings are not in 
conformance with the requirement to use a 
through penetration fire stop system that has 
been tested in accordance with ASTM E-814.

3.  Based on observation, the facility components 
were not maintained operable by having doors 
that did not close completely and latch.  

Findings include:  The following doors have 
issues:  
a)  The Office door won't close and latch, 
b) The Living Room door won't close and latch,
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